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Why are some medical specialists working part-time,
while others work full-time?
Judith D. de Jong ∗, Phil Heiligers, Peter P. Groenewegen, Lammert Hingstman
NIVEL, P.O. Box 1568, Utrecht 3500 BN, The Netherlands
bstract
Although medical specialists primarily work full-time, part-time work is on the increase, a trend that can be found worldwide.
his article seeks to answer the question why some medical specialists work part-time, while others do not although they are
illing to work part-time. Two approaches are used. First, we studied reported reasons and as a second approach we used a
heoretical model, based on goal-directed behavior and restrictions. A questionnaire was sent to all internists (N = 817), surgeons
N = 693) and radiologists (N = 621) working in general hospitals in The Netherlands. Questions were asked about personal traits,
haracteristics of the work situation, and motives for working full-time or part-time. Frequencies were reported for the reasons
iven, and multilevel analysis was used to test the theoretical model. The results show that the reported reasons for working
art-time and being willing to work part-time are the same: the importance of family and leisure pursuits. The second approach
howed that medical specialists working part-time tend to be female, older, and have children below the age of five. Surgeons
re least likely to work part-time. A willingness to work part-time is purely individual and not related to any of the explanatory
ariables. We conclude that working part-time is related to both professional and personal circumstances. Policy should be aimed
t removing the organizational difficulties that obstruct the realization of part-time work. Alternatively, perhaps there should be
change in working hours for all medical specialists. As the majority of all full-time working medical specialists are willing to
ork part-time, this might indicate that most medical specialists actually prefer “normal” working hours.
2005 Elsevier Ireland Ltd. All rights reserved.
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. Introduction
Part-time work has become relatively common in
he Netherlands, and there are hardly any differences
n conditions of employment between part-time and
ull-time jobs. This makes The Netherlands different
∗ Corresponding author. Tel.: +31 30 2729702;
ax: +31 30 2729729.
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doi:10.1016/j.healthpol.2005.10.007rom the USA, UK, France and Germany, where
art-time work is often second-rate employment
1]. Nonetheless, in The Netherlands, not everyone
ho prefers to work part-time is doing so, and the
ercentage of women with a part-time job exceeds
he percentage of men in part-time work [2]. What are
he reasons for this? That is the subject of this article,
hich seeks an answer to the question why some
eople are working part-time while others are working
ull-time. The focus will be on medical specialists in
rved.
236 J.D. de Jong et al. / Health Pol
Box 1: Medical specialists in The
Netherlands [30]
• Mutual dependency between hospitals
and specialists:
Medical specialist cannot practice
without the hospital
Hospitals cannot exist without medi-
cal specialists
• Separate payment for hospitals and
specialist
• In 2000, 71% of the medical specialists
are not in the employ of the hospital
• It is most common for medical special-
ists to be associated with only one hos-
pital





























































wpatient care; outpatient care is part of
the hospital
he Netherlands. Medical specialists form a specific
roup within the country’s work force because most of
hem do not work as salaried employees of a hospital
Box 1). This creates an organizational difficulty for
he introduction of part-time work. Medical specialists
n The Netherlands work in partnerships of liberal
rofessionals, an organizational structure in which
artners are mutually dependent, and defend their own
nterests as well as common resources [3].
We will first describe part-time work in general in
he Netherlands, as background information, before
welling on the specific situation of medical specialists.
.1. Part-time work in The Netherlands
The Netherlands occupies a unique position with the
ighest percentage of men (19%) and women (71%)
orking part-time, compared to other countries in the
uropean Union [4].
The number of people working part-time in The
etherlands has increased since the 1970s. Both the
upply and demand side have played a role in this
ncrease. During the early post-war period the majority
f women left the labor market when they got married.
his changed, and when (married) women joined the
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eed to contribute to the household income, a change
n attitudes to social roles, increased educational level,
nd a decrease in family size appear significant fac-
ors in this development [5]. Other explanations for the
ncrease in part-time work are the high unemployment
ate in the 1980s and the growing importance of the
ervice industry [6]. Besides the majority of women
ho prefer a part-time job, a growing minority of men
lso prefer part-time work [6].
The introduction of part-time employment did not
appen simultaneously in all sectors. In health care and
ducation part-time work was accepted at an early stage
1]. However, there are also differences within these
ectors; in health care it is primarily non-physicians
ho work part-time.
.2. Part-time work amongst physicians
Although physicians still primarily work full-time,
art-time work is on the increase, a trend that can be
ound worldwide [7]. Part-time work amongst physi-
ians could be seen as a solution to a shortage of
hysicians in the future. Although this sounds contra-
ictory, it is possible that physicians who might other-
ise choose hospital work but cannot, or do not want
o work full-time, are opting for a different career. The
pportunity to work part-time could well bring about
n increase in the number of doctors willing to have a
ospital career. For this reason, it is important to study
art-time employment. It is probably a development
hat will continue, and part-time work will steadily gain
mportance. This has been confirmed in a study on the
areer perspectives of medical specialists; it was found
hat women and younger men want to have the option
f part-time work [8]. In combination with the increas-
ng number of female medical students this may point
owards an increasing importance of part-time work in
he future. However, we do not yet know why some
edical specialists are already working part-time and
hether the medical specialists who are willing to work
art-time (but work full-time) share the same reasons.
n this article we address the question why some med-
cal specialists are working part-time, while others are
orking full-time. Two approaches are used to answerhis question. One approach is to ask medical special-
sts their reasons for working part-time – or not – as the
ase may be. It is interesting to study reported reasons
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ho are willing to work part-time, but work full-time.
he other approach is to test a theoretical model to
xplain why some medical specialists are working part-
ime, while others are not, and why women are work-
ng part-time more often than men. This theoretical
odel explains the differences between full-time and
art-time medical specialists. Besides these two groups
here are full-time specialists who are willing to work
art-time. Examining whether explanations for work-
ng part-time are the same as explanations for being
illing to work part-time might help us explain the like-
ihood of realizing a preferred situation. An additional
uestion will be answered in this article: if medical
pecialists are willing to work part-time, why do they
ork full-time? We will now introduce the explanatory
odel.
. Explanatory model
People do not make their choices independently of
heir social environment. The decision to work part-
ime or not is the result of a choice process that occurs
nder certain restrictions. To explain these choice pro-
esses, and to answer the research questions we will
se an explanatory model developed by Kortenhoeven
2
v
ig. 1. Theoretical model to explain why some medical specialists are worki
etween men and women. (*) The influence of age is the same for men andicy 78 (2006) 235–248 237
9] (see Fig. 1). This model is based on goals and
estrictions. We will apply the model to full-time and
art-time medical specialists. The basic idea is that
hysicians (as do people in general) choose the option
hat maximizes benefits, depending on costs, chances
f realization, and values attached to alternatives.
The choice between part-time or full-time work
epends on the expected benefits. The goals of spe-
ialists include status amongst colleagues, appropriate
are for patients, income and leisure time—defined
s the time not devoted to paid work. High status
mongst colleagues as well as a high income is most
asily reached when working full-time. Leisure time is
reatest when working part-time. Both part-time and
ull-time working specialists want appropriate care for
atients. Whether this goal can be reached depends on
he definition of appropriate care, and the characteris-
ics of the specialty. We will now outline our expec-
ations of which medical specialists are more likely to
ork full-time or part-time, in terms of the different
oals and restrictions..1. Status
Status amongst colleagues is dependent on what is
alued most by those colleagues. This can change over
ng part-time, while others are working full-time. The relations differ
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ime. Working long hours used to be considered very
mportant in gaining status; the more hours you worked,
he more doctor you were [10]. Over the years, attitudes
owards work have changed. This may be attributable
o a difference in the value of working, and the impor-
ance of other sources in gaining status. Besides female
pecialists, an increasing number of younger male spe-
ialists opt for part-time work [11]. We expect younger
hysicians to work part-time more often than older
hysicians.
The occupation of a spouse can be a source of sta-
us too. Women gain more status from the occupation
f their male spouses, than do men from their female
pouses. Highly educated women often have highly
ducated spouses, with high-status occupations. This
akes work a more important source of gaining sta-
us for men than for women. Assuming that status is
igher for full-time medical specialists than for those
ho work part-time, we expect that women with a
pouse work part-time more often than men with a
pouse.
.2. Well-being: income and leisure time
A higher income is attained in full-time rather than
n part-time work. Both age and gender have an influ-
nce on the value attached to income. Increasingly,
ouseholds consist of two people with an income,
hich has an influence on the balance between work
nd leisure time. This situation will occur most often
or younger specialists. Therefore, younger specialists
men or women with a spouse – will work part-time
ore often than older specialists. With regard to gen-
er, although duties in the home are divided between
he male and the female spouse, this division is still not
qual for both physicians and non-physicians [10,12].
omen have more tasks at home, and therefore attach
reater value to leisure time, defined as the time not
evoted to paid work. We expect women with a spouse
o work part-time more often than men. Part-time work
an be used as a strategy to combine personal and pro-
essional duties [10,13]. Besides, male specialists will
e more likely than female specialists to have a spouse
ho does not have a paid job. For this reason, male
pecialists with a spouse will have a lower total fam-
ly income. This will result in a higher value attached
o income by male specialists, and they will be more
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.3. Appropriate care
All medical specialists aim at appropriate care for
heir patients. Continuity of care is important in reach-
ng this goal. Continuity of care might help us explain
hy there are differences between specialties; because
f the nature of their work, continuity of care is
ore important for internists and surgeons than for
adiologists. Accordingly, we expect that radiologists
ill work part-time more often than internists and
urgeons.
.4. Personal and professional restrictions
Besides the values attached to goals, restrictions
re important. Both personal and professional circum-
tances impose restrictions. Firstly, women are more
nfluenced by factors related to family responsibilities
han men: marriage and child-rearing are associated
ith reduced working hours, while for men the effects
f marriage and children are quite the opposite. This
ffect has been found both for professionals and non-
rofessionals [10,12,14–16]. In addition, the number
f children and the presence of children aged under
ve were negatively related to women’s working hours,
oth in the USA and The Netherlands [17,18]. Accord-
ngly, we expect women with young children to work
art-time more often. Professional circumstances are
he characteristics of the specialty and characteristics
f the partnership; these can influence the introduc-
ion of part-time work. Characteristics of the specialty,
ike the need for special rooms, the proportion of direct
atient care, and acute care, influence the organization
f part-time work. One characteristic of the partnership
hat is expected to influence the organization of part-
ime work is size of the practice. Because it is probably
asier to organize part-time working in a larger partner-
hip, we can expect that part-time physicians are more
ikely to work in larger partnerships than in smaller
artnerships.
In summary we have five expectations. Starting with
he last: part-time work will occur more often in larger
artnerships; younger specialists work part-time more
ften than older specialists; women with a spouse will
ork part-time more often than men with a spouse;
omen with young children will work part-time more
ften than men with young children; radiologists will
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. Data and methods
.1. Data
Three different specialties – internal medicine,
urgery, and radiology – were chosen on the basis of
ifferences in procedures and organization of work,
inked to the characteristics of tasks, patient contacts
nd cooperation with other disciplines. A questionnaire
as sent by mail to all internists (N = 817), surgeons
N = 693) and radiologists (N = 621) working in general
ospitals in The Netherlands. Questions were asked
bout personal traits, characteristics of the work situa-
ion, and motives for working full-time or part-time.
Initially the response was 31% for internists, 34%
or surgeons and 17% for radiologists. After send-
ng a reminder and additionally calling all radiologists
y telephone, the final response was 53% (n = 411)
or internists, 52% (n = 359) for surgeons, and 36%
n = 213) for radiologists. Radiologists were called
y telephone because the response after the reminder
as only 30%. It was unknown for 39 internists, 22
urgeons, and 24 radiologists whether they worked
ull-time or part-time. They were excluded from the
nalyses. Medical specialists working in academic set-
ings were not included in our survey, because their
ork arrangements differ markedly from specialists in
eneral hospitals. In academic settings, specialists are
mployed by the hospital whereas physicians working
n general hospitals usually work in partnerships. The
utch situation is described in Box 1. The responding
nternists, surgeons and radiologists were compared to
ll medical specialists in their specialty with respect to
ge and gender. We did not have all of this information
or the same year in which we collected the data, con-
equently there is lack of up-to-date information. Only
or surgeons and radiologists we have data on gender
or all of those we sent a questionnaire. We compared
he internists in our study to the population in 1996 and
ound that the mean age of male internists is 1.03 years
igher in our study population. For female internists the
ean age is the same in the population of 1996 and our
ample. In 1996, 83% of the internists were male, while
7% were female, in our sample this is 77% and 23%,
espectively. For male surgeons the difference in age is
.62, while female surgeons are 1.78 years older in our
tudy population than in the population of 2001. In that
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0% are male and 10% are female. Of the surgeons we
ent the questionnaire 92% were male and 8% female.
or radiologists we compared our study population to
he population of 1997. The difference in age is 1.49
or men and there is no difference in age for women.
n 1997, 93% were male and 7% were female; in our
tudy population 85% are male and 15% are female. Of
he radiologists we sent the questionnaire, 85% were
ale and 15% were female.
These differences can be due to demographic shifts.
owever, based on the non-response analysis, there
ight have been a slight over representation of female
edical specialists in our sample, primarily for sur-
eons.
.2. Examining reported reasons
Three questions were asked to collect reported rea-
ons for working part-time, working full-time and for
eing willing to work part-time (Appendix A). Respon-
ents were asked to mark the importance of each rea-
on, given in the questionnaire, for their choice to work
art-time or full-time, and for being willing to work
art-time.
.3. Testing the explanatory model with multilevel
nalyses
Physicians working in the same hospital are
imilar with regard to hospital characteristics, and,
ithin the same specialty, have similar partnership
haracteristics. For example, if one partner works in a
artnership of five, the partners do so too. Therefore,
here are similarities between physicians working in
he same hospital and partnership. Their behavior is
ot independent and this should be taken into account.
he data are hierarchical: individual specialists are
ested within partnerships, and partnerships are nested
ithin hospitals. Multilevel models are used to ana-
yze hierarchical structured data [19–21]. Multilevel
nalysis is an extension of general linear models.
or instance, logistic regression analysis allows us
o estimate the relationship between part-time work
nd age in the study population, assuming that there
s no partnership or hospital effect in addition to the
haracteristics of physicians. With multilevel analysis
otal variation in part-time work is separated into two
arts: a part due to differences between physicians,
240 J.D. de Jong et al. / Health Policy 78 (2006) 235–248
Table 1














Malea 232 (89%) 55 (50%) 262 (95%) 43 (72%) 130 (96%) 31 (60%)
Ageb 48.8 (7.0) 47.7 (7.7) 49.6 (7.7) 49.8 (8.6) 49.0 (7.1) 49.9 (8.1)
FTEb 1.0 0.76 (0.16) 1.0 0.75 (0.16) 1.0 0.72 (0.14)
Partnership sizeb 9.1 (5.7) 9.1 (5.8) 7.6 (4.5) 6.6 (4.4) 6.3 (5.1) 5.9 (4.9)
Having a spousea 244 (96%) 91 (88%) 254 (97%) 52 (87%) 127 (97%) 46 (92%)
Children (0–4)a 40 (22%) 36 (49%) 50 (45%) 27 (56%) 25 (47%) 12 (71%)




















































4a Absolute numbers, and percentage based on the number of resp
ut.
b Standard deviation in parentheses.
nd a part due to differences between hospitals. The
artnership might also be considered a level between
he physician and the hospital, but we modeled this
ifferently. A variable for each specialty was added to
he model, and was allowed to vary between hospitals.
his was done to compare the specialties within one
tatistical model. The partnership is now defined as all
edical specialists with the same specialty working in
he same hospital. The response variable in our model
s dichotomous; a specialist either works part-time
r not. Therefore, we created a multilevel logistic
egression model, which is described in Appendix
. For the analyses, the MLwiN software package




There were no differences between specialties in the
easons stated in a questionnaire for working full-time
r part-time. Because of this we will report the results
or surgeons, internists and radiologists together.
.1.1. Why are some medical specialists working
art-time, while others are not working part-time?
hat are their reported reasons?
There are medical specialists working part-time
N = 223), and medical specialists working full-time
ho are willing to work part-time (N = 444).
p
t
owho answered the question in parentheses, missing values are left
We found that the reasons for working part-time
eported by those who work part-time and those
ho are willing to work part-time are similar. Both
eport family and leisure pursuits as important rea-
ons for working part-time or being willing to do so
Figs. 2 and 3). The reasons for not working part-
ime are similar for those who work full-time, and are
ot willing to work part-time and for specialists who
ork full-time but are willing to work part-time: effi-
iency and continuity of care play a role in the decision
Figs. 4 and 5). An interesting difference is that the
ercentages of full-time medical specialists who are
illing to work part-time are lower for these items than
he percentages of the full-time medical specialists who
re not willing to work part-time, indicating that they
alue the items differently. These findings could imply
hat for medical specialists who are working part-time
fficiency and continuity are of less importance. If this
ere true, we still do not know why this is the case
or these specialists. Furthermore, the findings do not
elp us explain why some did manage to work part-
ime and others did not. Instead of asking for reasons
e can search for explanations, which we did with the
xplanatory model based on (social) circumstances.
.2. Explanatory model
.2.1. Why are some medical specialists working
art-time, while others work full-time?
As a first step we examined the data. It was found
hat medical specialists working part-time are female,
lder, and have children below the age of five (Table 2).































Rig. 2. Importance of a number of reasons for working part-time (for
art-time medical specialists), N = 223.
urthermore, it shows that there is significant variation
etween hospitals, meaning that in some hospitals part-
ime work is more common than in others. Medical
pecialists in larger partnerships do not work part-time
ore often than medical specialists in smaller part-
erships (Table 2). Radiologists work part-time more
ften than surgeons, but not more often than internists






orking part-time: professional and personal differences
Model 0 estimate F
urgeona −1.90 (0.21)* −1
nternista −0.94 (0.14)* −1








hildren (0–4 years)a 0
hildren (5–12 years)a −0
omen with children (0–4 years)
omen with children (5–12 years)
ospital variance
Surgeona 1.85 (0.58)* –
Internista 0.93 (0.29)* –
Radiologista 1.30 (0.50)* –
esidual variancea 0.73 (0.04)* –
a Standard error in parentheses.
* p < 0.05.ig. 3. Importance of a number of reasons for being willing to work
art-time (for full-time specialists), N = 444.
ffect for men and women in having young children is
he same; both men and women work part-time more
ften with children below the age of five. For older
hildren there is also no difference between men and
omen. The additional effect for women with children
s the same as for men with children. In our model we
id not find that having a spouse makes it more likely
o work part-time, there is no significant effect, either
ull model estimate Model with interaction effect estimate
.73 (0.81)* −1.73 (0.82)
.20 (0.81) −1.26 (0.83)
.72 (0.81) −0.72 (0.82)
.02(0.02) 0.02 (0.02)
32 (0.32)* 4.01 (0.87)*
.00 (0.30)* 1.00 (0.29)*
.65 (0.31)* 0.61 (0.31)
.44 (0.31) 0.44 (0.31)
.44 (0.73) −1.43 (0.74)
.68 (0.29)* 0.79 (0.34)*















Fig. 5. Importance of a number of reasons for not working part-time
F
pig. 4. Importance of a number of reasons for not working part-time
for full-time medical specialists who are not willing to work part-
ime), N = 202.or men or women. The interaction effect is not shown
n Table 2, because a complete model could not be fit-
ed. This is due to the fact that most medical specialists
n our study have a spouse and there is a high correla-
(
ig. 6. Numbers of medical specialists. (*) Only the responding medical sp
art-time.for those who are willing to work part-time), N = 444.
ecialists for whom it was known whether they worked full-time or
J.D. de Jong et al. / Health Pol
Table 3
Willing to work part-time (for full-time working specialists): profes-
sional and personal differences
Model 0 estimate Full model estimate
Surgeon 0.58 (0.12)a,* −0.39 (0.78)
Internist 0.86 (0.13)* 0.07 (0.79)
Radiologist 0.96 (0.22)* −0.18 (0.83)
Partnership size – 0.01 (0.02)
Female – 1.38 (0.75)
Age
43–49 – −0.05 (0.29)
50–55 – 0.23 (0.32)
56–77 – −0.08 (0.30)
Spouse – 0.57 (0.73)
Children (0–4 years) – 0.29 (0.29)
Children (5–12 years) – 0.05 (0.27)
Hospital variance
Surgeon 0.00 (0.00) –
Internist 0.00 (0.00) –
Radiologist 0.65 (0.56) –






























































ta Standard error in parentheses.
* p < 0.05.
ion between being female and being a woman with a
pouse.
Why did some medical specialists manage to work
art-time while others did not, although they were also
illing to work part-time?
Of the full-time working specialists, 444 are will-
ng to work part-time, as opposed to 202 respondents
ho do not want to work part-time (see Fig. 6). We
dded the same explanatory variables as in the model
n the analyses in which we explained why some spe-
ialists are working part-time. This was done to be
ble to compare the effects, although variables that
xplain the realization of part-time work will proba-
ly differ from variables that explain the willingness
o work part-time. It seems that the willingness to
ork part-time is not related to any of the explana-
ory variables (Table 3). Furthermore, willingness to
ork part-time seems to be purely individual, show-
ng no hospital effect. We do not present the results
f the model with interaction effects, because con-
ergence could not be achieved. Separate analyses
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. Conclusion and discussion
In this article we used two approaches to answer
he question why some medical specialists work part-
ime while others do not. First, we studied reported
easons. Since the reported reasons for working part-
ime or being willing to work part-time did not dif-
er, we were not able to answer our question. Some-
ow, some medical specialists did manage to work
art-time, while others did not, although they were
illing to do so. In a second approach, we used a
heoretical model based on (social) circumstances to
xplain why some medical specialists are working part-
ime while others are working full-time. We found
hat women, relatively older specialists, and specialists
ith children below five years of age work part-time
ore often. These findings are in line with studies
n the total work force in The Netherlands as well
s in other countries. Tijdens [23] described that in
lmost all industrialized countries women work part-
ime more often than men, and children influence work-
ng hours negatively for women and positively for
en. The latter was not found in our study: children
elow the age of five show a statistically significant
ffect for both men and women; both men and women
ork part-time more often in these circumstances. This
ould imply that men and women with young chil-
ren devote part of their time to child rearing. This is
robably the result of a household with two incomes.
bove the age of five when children go to school,
aving children is no longer a reason for working
art-time.
In this article we chose to divide medical special-
st into two groups: those who work part-time and
hose who work full-time. Using these terms suggests
ifferences in working hours. These differences exist
nd are significant, but for medical specialists being
elf-employed in The Netherlands, part-time working
till means working on average forty hours a week.
herefore, it could be argued whether this division is
ppropriate, or that it would be better to study actual
orking hours. We chose not to do the latter, because
he medical specialists answered questions like why
hey are working full-time or part-time and we did not
sk them why they are working the amount of hours
hey work. Changing the analysis for part of the arti-
le (where explanations are sought) while it cannot be
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uestions like why one is working part-time) would
ake the article more complex and the conclusions
ore difficult to understand. Besides, we do not think
hat it is necessary; additional analyses showed that it
ould not make a difference for the conclusions drawn
rom this study.
Due to lack of up-to-date information, we were not
ble to give a strong argument that our sample is rep-
esentative of all internists, surgeons and radiologists.
ifferences found by comparing to the available data
rom some years ago can be due to demographic shifts.
owever, based on the non-response analysis, there
ight have been a slight overrepresentation of female
edical specialists in our sample, primarily for sur-
eons.
Based on our finding that women are working
art-time more often we can expect an increase of
art-time work in the future, because the percentage
f women among medical specialists is increasing
24,25]. In The Netherlands 50–60% of all medical
tudents are female. This trend can be found in other
ountries as well, e.g. UK, Australia, and the USA
12,26,11,27].
Surgeons were the least likely to work part-time.
e might cautiously conclude that this is because it
s not so easy to organize part-time work for this kind
f specialty. Furthermore, male specialists work full-
ime more often; having a spouse makes no difference
etween the sexes. We expected that having a spouse
ould differ between men and women and that women
ould be more likely to work part-time, while men
ould be more likely to work full-time. The explana-
ion for our finding may be that most medical specialists
n our study have a spouse, women work part-time more
ften than men and it is hard to ascertain whether this
elates to having a spouse. In general we can conclude
hat working part-time is related to both professional
nd personal circumstances.
Another question was whether the same goes for
ull-time working medical specialists who are willing
o work part-time. The answer is no. Willingness to
ork part-time has nothing to do with circumstances,
t is purely individual. It is likely that medical spe-
ialists are willing to work part-time, but there are
o circumstances that make part-time working nec-
ssary. Still, they do report the same reasons: time
or family and time for leisure pursuits are impor-
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ork part-time. What makes the difference between
hose who do and those who are willing to but do not
ork part-time? This brings us to discussing the rela-
ive importance of willingness and circumstances for
he probability of working part-time. Could it be true
hat willingness to work part-time is only translated
nto actual part-time work under the right circum-
tances? The relative costs for working part-time are
ifferent, under different circumstances. For physicians
ho work full-time, but are willing to work part-time
here are no circumstances that force them to work
art-time. For those who already work part-time there
re. It might be that the relative costs for physicians
ho work full-time are higher. For example, physi-
ians who work part-time because they have children,
educe their childcare arrangements and costs. Accord-
ngly, by working part-time they earn less, but they also
pend less. For physicians who work full-time but are
illing to work part-time there is no such situation.
esides, it is easier to do what is usual (working full-
ime); arranging a new situation (working part-time)
ncurs costs. It might be that those who are work-
ng full-time do not think it is worth the costs. Costs
re not only a lower income but also, and possibly
ore importantly, organizational difficulties. Fouarge
nd Baaijens [6] observed that people in several sec-
ors of the labor market hold back in realizing their
reference for working less hours. They present sev-
ral arguments for this: loss of income, fears for their
areer and the idea that working less is not possible
n their position, and an unequal division of full-time
nd part-time jobs on the labor market. Besides, social
orms and values like the generally accepted idea that
omen work part-time when having young children
ake part-time work for women easier to realize than
or men.
Two lines of reasoning follow from our findings.
hether or not medical specialists work part-time is
elated to circumstances, but whether or not medical
pecialists are willing to work part-time is purely indi-
idual. Both can be addressed. Policy can be aimed at
hose circumstances and make it less important to work
art-time. Although we can imagine that there is policy
ith regard to childcare, there are still other reasons,
hich we could not uncover, why women work part-
ime and these might be less easy to address. In any
ase, policy aimed at getting physicians to work full-
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o work part-time, because this was not related to any
f the characteristics. We distinguished both personal
nd organizational difficulties. Fouarge and Baaijens
6] found that for employees in several sectors of the
abor market the hourly wage was an important pre-
ictor of the realization of a preference for working
ess hours. Employees are not willing to give up a high
ncome for more leisure time, or employees with a high
ncome are in such positions for which it is less easy
o realize a decrease in working hours. This may also
e true for medical specialists. However, one could
onder whether these kinds of obstacles should be
ddressed. On the other hand, policy could be aimed at
emoving the organizational difficulties that impede the
ealization of part-time work. This might increase the
ttractiveness of realizing part-time work. When work-
ng part-time becomes more attractive, the number of
eople willing to become and work as a physician could
ncrease. Gjerberg [10,28,29] found that female physi-
ians in Norway chose a field and position in which
hey could best balance their work and family commit-
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etter be able to balance work and family in all spe-
ialties. To make effective policy it should be decided
hat the organizational difficulties are and how they
an be addressed. For example structural barriers in
he combination of childcare and hospital work should
e addressed. Examples of organizational difficulties
re meetings, night and weekend shifts, and continuity
f care. Introducing part-time work might increase the
omplexity of the organization. Probably, the organiza-
ion should change from informal to formal, with more
ules and agreements, to make part-time work effec-
ive. Alternatively perhaps there should be a change in
orking hours for all medical specialists. The discus-
ion about part-time work amongst medical specialists
ight be different from part-time work in other occu-
ations, since part-time work often still amounts to
ome 40 h a week for medical specialists. This would
e full-time in most other occupations. As a majority
f all full-time working medical specialists is willing
o work part-time, this might also indicate that most
edical specialists actually prefer “normal” working
ours.
2 lth Policy 78 (2006) 235–248
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Appendix B
The multilevel model.
yij ∼ Binomial(nij, πij)
yij = πij + e0ijx∗0
}
logit(πij) = β1jx1ij + β2jx2ij + β3jx3ij + β4x4ij
+β5x5ij + β6x6ij + β7x7ij
+β8x8ij + β9x9ij + β10x10ijβ11x11ij
β1j = β1 + u1j
β2j = β2 + u2j
























[e0ij] ∼ (0,Ωe) : Ωe = [σ2e0]
Three means (probabilities or proportions) are mea-
sured: for surgeons (β1 in the equation); for internists
(β2 in the equation); and for radiologists (β3 in the
equation). The effects of the explanatory variables are
given by: β4 partnership size (continuous), β5 female
(dichotomous), β6 age (43–49) (dichotomous), β7
age (50–55) (dichotomous), β8 age (56–77) (dichoto-
mous), β9 spouse (dichotomous), β10 children (0–4)
(dichotomous), β11 children (5–12) (dichotomous).
Furthermore, variance components are measured
for the three specialties, σ2u1, σ2u2 and σ2u3. These
components show the variance in the probability


























[48 J.D. de Jong et al. / Hea
nternists and radiologists, respectively. The level one
esidual variance (σ2e0) is approximated by π2/3, if the
inomial assumption holds [20].
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